L ower extremity peripheral nerve injury is a rare but serious complication of intense exercise, one that can result in pain, paresthesia, and even permanent neurologic damage. [1] [2] [3] [4] Athletes who wear inflexible and form-fitting boots are prone to local compression and stretching of the distal lower extremity nerves. 5, 6 Specifically, the anterior superficial and deep peroneal nerves, and the posterior tibial nerve may be at risk. With any distal neuropathy, a comprehensive knowledge of anatomy is important for diagnosis and treatment. Objective: To investigate the efficacy of osteopathic manipulative treatment (OMT) on a patient (K.K.H.) with mountaineering-induced bilateral plantar paresthesia and to assess the association of pes planus with paresthesia in members of the mountaineering expedition party that accompanied the patient.
BRIEF REPORT
The tibial nerve passes under the flexor retinaculum at the ankle as the nerve extends posteriorly and distally. 7 It provides sensation to the plantar aspect of the foot and toes. Tarsal tunnel syndrome is a compression neuropathy that causes paresthesias in the tibial nerve distribution. Compression can be intrinsic from a cyst or osteophyte, extrinsic from repetitive trauma caused by shoe pressure, or from a combination of these factors. 4, 8 Tenosynovitis of the 4 nearby tendons can put pressure on the nerve in the nonaccommodating tarsal tunnel and cause paresthesias. Alternatively, pronation of the foot may increase tarsal tunnel pressure as well as tension (stretch) on the tibial nerve ( Figure 1 ) and contribute to paresthesias. [9] [10] [11] In support of this theory, pronation has been shown to decrease tarsal tunnel compartment volume in healthy participants. 12 The decrease in compartment volume would theoretically increase tarsal tunnel pressure, which has been demonstrated in studies using the feet of cadavers. 11 Additional in vitro studies have also demonstrated that pronation increases tibial nerve tension. 13 Because the symptoms of compression and tension neuropathies are similar, the exact mechanism cannot be identified by clinical examination alone.
The superficial peroneal nerve ( Figure 1 ) travels in the lateral compartment and divides into the medial and intermediate dorsal cutaneous nerves at approximately 4 to 6 cm proximal to the ankle joint anteriorly. 14 It supplies sensation to the dorsum of the foot except for the web between the big toe and the second toe. The deep peroneal nerve courses lateral to the anterior tibial muscle before passing under the extensor retinaculum to enter the foot. 15 The nerve's cutaneous branches supply sensation to the web between the first and second toes.
Local repetitive mechanical irritation or compression is the most common underlying cause of entrapment of these nerves ( Figure 1) . Entrapment of the deep peroneal nerve beneath the superior edge of the retinaculum may result from inflammation of 1 of the 4 tendons that also travel in the tunnel. This entrapment is referred to as anterior tarsal tunnel syndrome. 16 Compression of the nerves can also occur distally at the level of the talonavicular joint or at the level of the first and second tarsometatarsal joints, most commonly from tight shoes. 2, 7, 8, 16 In the current brief report, we assessed the efficacy of osteopathic manipulative treatment (OMT) in a patient (K.K.H., who initiated the study and is an investigator-author) with mountaineering-induced bilateral plantar paresthesia, as well as investigated whether pes planus is associated with mountaineering-induced plantar paresthesia. specifically pin, vibration, 10-g weight sensitivity, and 2-point discrimination.
We used t tests for statistical comparisons using Figure 2 against the group mean (standard error of the mean) for the participants without paresthesia.
Discussion
As 
Neurologic Function
Each region that we assessed for neurologic functionhindfoot, midfoot, forefoot, big toe, and distal toes-was responsive, with no apparent sensory loss. A 2-point discrimination test was also used to assess the patient and revealed no sensory loss or sensory gain over the 4-month treatment period.
Efficacy of OMT
During the course of treatment, the treating physician lacing methods may be sufficient to resolve symptoms.
Orthotic devices are useful for correction of a biomechanical malalignment in patients with severe valgus or overpronated feet and have been suggested as a treatment for patients with both peroneal and posterior tibial neuropathies. 8, 16 Similar to the findings in the present case, numb toes (digitalgia paresthetica) have been identified in military recruits marching with heavy packs, 24 skiers, 6 and longdistance backpackers. 5 The combination of pes planus, Scale. 26 Third, because the patient (K.K.H.) was also an investigator, a potential conflict of interest may exist.
Conclusion
The ideal intervention for lower extremity neuropathies 
